Although Pneumocystis carinii pneumonia remains the commonest cause of respiratory disease in HIV positive patients, bacterial infections are increasingly encountered. In this study we report the clinical features, microbiological diagnoses, and outcome of community acquired lobar pneumonia in HIV antibody positive men.
Methods
Consecutive HIV antibody positive men admitted to a dedicated inpatient unit for respiratory investigations from 1987 to June 1993 were studied and those with community acquired radiographic lobar pneumonia identified (patients had not been inpatients for 30 or more days before this admission).
From each patient's records we obtained the following data: (1) All the patients were men of mean age 36-7 (range 23-64) years; 43 were homosexual, two were bisexual. None used intravenous drugs. Thirty were cigarette smokers and three were ex-smokers. None had diabetes mellitus nor heart disease and none was receiving glucocorticoids.
In two episodes of pneumonia HIV infection was diagnosed concurrently, and in the remaining 47 episodes patients had been HIV antibody positive for between one and 108 (median 36) months. Twenty three patients had prior AIDS diagnoses including pneumocystis pneumonia in 17.
In 12 episodes patients were taking zidovudine and antipneumocystis prophylaxis, nine were taking prophylaxis but not taking zidovudine, eight were taking zidovudine but not prophylaxis, and the remaining patients were taking neither zidovudine nor prophylaxis.
All patients had fever, cough and dyspnoea; 29 had sputum expectoration (one had haemoptysis) and 25 had pleural pain. None with Upper lobes were involved in nine instances, lower lobes in 36, and the middle lobe in 15. In 11 instances interstitial shadowing was present in other lobes. Neither the radiological site, the extent of pneumonia, nor the presence of interstitial shadowing enabled discrimination between infective causes to be made.
Four patients died. The first was confused, hypoxaemic, uraemic, and had right upper and middle lobe pneumonia on admission. Sputum and blood grew Str pneumoniae, and intrapulmonary abscess formation and empyema occurred. Two patients with Ps aeruginosa pneumonia were bacteraemic; one was hypotensive, and had left upper and middle lobe pneumonia, and the other was uraemic with a leucocytosis and an empyema; both had cavitation.
The fourth patient had M avium-intracellulare and H influenzae infections; intrapulmonary cavitation occurred. Of the other patients, two with Str pneumoniae had cavitation and pleural effusions and one also had empyema. Two patients with Staph aureus (including one who also had pneumocystis pneumonia), and two with pneumocystis pneumonia (including one who had Ent cloacae coinfection) also had cavitation. The patients with F nucleatum and M tuberculosis infections had effusion. Of those with negative investigations six had pleural effusion and one had intrapulmonary cavitation.
Discussion
In this study community acquired lobar pneumonia was caused by a wide variety of organisms and occurred throughout the course of HIV disease. As has previously been reported,' Str pneumoniae was the commonest cause, with the second most common infection being Staph aureus.
Not all patients had a peripheral blood leucocytosis so we were unable to use the white blood cell count to discriminate between causes. Similarly, arterial oxygen tensions varied widely and did not provide discriminatory information. In our study 13 of the 30 bacterial isolates were identified in blood; no correlation between the stage of disease or CD4 count and the presence of bacteraemia was identified.
A high rate of complications was noted in our patients, particularly intrapulmonary cavitation and abscess formation. An Miller, Foley, Kessel, _7effrey patients with HIV infection and AIDS.
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